Abstract:
INTRODUCTION
The widely known definition of 'pain' is 'an unpleasant sensory and emotional experience associated with actual or potential tissue damage, or described in terms of such damage" [1] . Besides its scientific foundation covering almost all forms of organic pain of evidenced pathophysiological or central origins, the definition still leaves plenty of room for subjective aspects that suffering people may present.
As stated the famous definition by McCaffery [2] : "Pain is whatever the experiencing person says it is, existing whenever the experiencing person says it does", pain and suffering usually shape a complex and tangled whole. If, on one hand, there is continuous research on all aspects of pain manifested in the most diverse areas of medicine, on the other, pain poses countless questions for doctors and the other health professionals treating the complaints and demands of patients.
Several psychiatric conditions accompany and influence the experience and expression of pain [3 -8] . These include from the old hypochondria to the many presentations of depression and anxiety, some psychotic conditions and the range of disorders grouped as somatization (somatoform, dissociative, conversion, etc.). Depression, in particular, is intimately connected with painful sensations, both as an antecedent, making 'real' pains be lived much more painfully, and as a consequence of having a nociceptive medical condition. In fact, depression normally accompanies pain from the outset to the outcome.
Many studies have shown the complex interactions between psychosocial and organic factors in pain [9 -21] . Another point of interest is 'somatosensory amplification', the magnification of any sensation that can make pain an extraordinarily unbearable condition, both in the presence or in the absence of real danger [22 -24] . The same can be said for the role of 'catastrophizing' related to the patient's experience of pain [25 -30] .
However, there are other complex situations where pain as an individual sensory and emotional experience should be considered, such as the diverse meanings of life, death and disease that any particular person may assume as part of their personality. Herein we will present a case, treated at a university hospital that illustrates how the power of beliefs and emotional conflicts can manifest as the presentation of a complex clinical condition and how a multidisciplinary approach can better understand suffering people.
MATERIAL AND METHODS
This study was conducted at the university hospital of the State Medical School of Sao Jose do Rio Preto, Brazil. It was not planned as research, but rather as a normal regular clinical attendance of a putative organic disease. The patient was supposedly infected by leprosy. The period of time during which she was followed up was between 2013 until the end of 2016.
The patient was treated in the departments of Ear-Nose-Throat, Dermatology, Haematology, General Clinics, and Psychiatry and Psychology. The current methods of examination of each specialty were adopted. The psychologist adopted the psychodynamic theory and methodology for his investigation. The data collected were analysed by the clinical categories (aetiology, natural history of the disease, evolution and forms of treatment) of each specialty and by a general consensus of the clinical team who treated the patient.
RESULTS AND DISCUSSION
A 56-year-old female Caucasian patient, who was married with two children, presented with generalized pain and complaining of different bodily symptoms. She was submitted by the different departments to several physical examinations and sets of exams, including two biopsies and an electroneuromyography for a supposed infectious disease. However, no significant results were found and the treatment by the multidisciplinary team was unsuccessful. The patient continues to seek medical attention and her case shows the complexities of the presentation of complaints of pain in somatizing patients.
Leprosy (Hansen Disease) is a chronic infection that has affected humanity for thousands of years. According to the World Health Organization, the most common signs in the diagnosis of leprosy are hypopigmented or erythematous macules with sensory loss. Nerve alterations, generally related to the nose, face and the extremities, can cause pain, paresis and paralysis. Physical weakness and decreased vision may also be present. Although it is now a curable condition, social stigma has always been associated with leprosy.
The patient came for her first medical consultation on December 4th, 2013 with generalized pain, a burning sensation in her nose, very slightly pale skin patches and a feeling of weakness. She was physically examined, and the usual laboratory tests were carried out, but nothing exceptional was found. Even so, she was referred for a biopsy as she had stated that she had been in contact with a patient diagnosed with leprosy, and she believed that she could have been contaminated. Nothing relevant was identified in the exams.
Six days later (10/12/13), she was seen in the Ear-nose-throat (ENT) Outpatients Clinic with a lesion on her left nasal sept, with diffuse pain of the nose, face and larynx. She presented sporadic rhinorrhea, a sensation of a lump in the throat and pain in her chest (retrosternal). In her physical exam, a reddish patch was found on her palate, and she was referred for further investigations. The results were negative.
Two months later (12/2/14), she returned with complaints of worsening of her symptoms and a feeling of disfigurement of her face, nose and mouth. A second biopsy was performed and a diagnosis of unspecific plasma cell stomatitis was reached.
She was discharged from the ENT Clinic and referred to the Haematology and Dermatology Clinics due to diagnostic hypotheses of multiple myeloma or leprosy.
In her consultation in the Haematology Department (24/2/14), she complained of a black spot in the right eye and generalized body pain. After careful examination and multiple exams, including an investigation of the antinuclear antibodies, the doctors excluded any haematological pathology and she was referred to the General Clinics Department and to an ophthalmologist.
On 5/5/14, she was seen in the Ophthalmology Department for a complaint of poor visual acuity. After a thorough evaluation in which minor changes were found, she was prescribed glasses and discharged. During the following consultations in the Dermatology Service, she continued with the complaint linked to putative leprosy, but did not use the glasses due to pain in the nasal region.
On June 3/6/14, a general clinician skilled in complex cases saw her. She was presenting with intermittent paresis of the upper and lower limbs, sleep problems and a severe loss of weight. After a detailed exam and anamnesis, the physician asked the patient to talk about other possible factors related to her physical condition. Having achieved a good rapport and the trust of the patient, this doctor heard the following narrative: the patient was fully convinced that she had leprosy, even in the face of the negative biopsies. She knew, from information received in health clinics, what the main symptoms of leprosy are. She told that although the test results were negative, she was sure that she had been infected by this illness and that some of her symptoms, mainly those of her nose, mouth and skin, were evidence of her leprosy. The patient also complained of 'a smell of leprosy'. The doctor asked her about the occasion on which she was contaminated and she answered that she has a neighbor who developed the disease. She then hesitantly confessed that this neighbor once kissed her against her will; after that, she discovered that he had developed the disease and he was being treated.
The doctor convinced her that she needed a different approach for her condition and she was referred to a psychologist in the Psychosomatic Unit. She came for this consultation with her husband. At the beginning, she insisted on her physical condition, focusing exclusively on her body symptoms, and showed her nose, mouth and the skin of her arms. She had lost the hair on her arms and the skin was very thin and dry. Slowly the interview moved to her psychological life. When more complex issues of her emotional life emerged, her husband was asked to leave the room and wait outside.
She described herself as a religious woman, regularly taking part in services at her church, a Christian evangelical denomination called 'The Jehovah's Witnesses'. She and her husband, and several of their neighbors, have the same faith. One of them, according to her, fell in love with her and pursued her. On one occasion, he forcibly kissed her, and since then, she had avoided him. When she found out that he was sick, having contracted leprosy, she believed that she had been contaminated by him. The patient denied she needed psychotherapy, focusing on the physical origin of her symptoms.
Between the sessions, she was seen by a psychiatrist. Her complaints were the same and the doctor made a diagnostic hypothesis of conversion disorder, and considered the patient very uncooperative. She was using a facemask, covering her nose and mouth and declared that she had leprosy. She accused the doctors of misconduct because they were unable to 'confirm' her disease. Her husband agreed with her complaints and supported her. Both denied that she suffered from any mental problems. The psychiatrist felt frustrated because the patient did not allow a thorough examination and insisted on showing the parts of her body where she perceived changes. She did not accept to return for further interviews.
The psychologist and her general clinician decided to try a placebo strategy, since she always insisted that she wanted specific treatment for her putative disease, that is, she demanded to be treated for her leprosy, although her doctors had tried to convince her that she definitely was not infected. The physician prepared some innocuous pills and assured her that they were efficient against her disease. She did not make a return visit to the physician, but admitted to the psychologist that she did not believe that she had been prescribed 'real' medications for leprosy, and that, in her opinion, she had received 'calming pills' (anxiolytic drugs). She showed mistrust and insisted that she was certain that she had the 'terrible' disease, even though it had not been diagnosed. Probabyly the doctors were incapable of curing her, she declared in a depressive tone.
She was invited to return for more sessions, to follow psychodynamic psychotherapy in a weekly sequence, but she alleged difficulties due to the distance from her hometown (40 km away) and her weakness and difficulties to walk. This was clear resistance on her part, and she did not agree to explore all the possible connections between her beliefs and moral conflicts related to the appearance of her symptoms. Then, the psychologist insisted that she should look for psychotherapeutic care in her hometown.
After one month (31/7/14), she returned for a consultation in the Dermatology Department. Her complaints were loss of 20 kg in the previous two years, pain in her limbs, excessive sensitivity to heat and cold, pain in her palate and a feeling of a fistula between her mouth and her nose.
The skin biopsy found no abnormalities. The diagnosis was superficial and unspecific perivascular dermatitis. She was discharged with a prescription of mild palliative drugs for her superficial wounds.
Eight months later (3/3/15), she returned complaining of worsening pain, in particular the painful lesions in her mouth and nose, and weakness, with difficulties to swallow and to feed herself. She declared that she did not want psychological or psychiatric help, due to her poor physical condition and to her belief in a putative 'hidden' leprosy.
Another physical examination was performed with electroneuromyography (10/4/15) to investigate changes in peripheral sensory and motor nerves characteristic of leprosy, but no abnormalities were found.
Then, a large medical council discussed her case. Doctors from different specialties and the psychologist presented their views. The conclusion was that there was no evidenced organic disease. Her weakness was attributed to a poor, almost anorexic diet; the symptoms of her mouth and throat were due to mild stomatitis, and the thinness and sensitivity of the skin on her nose were probably caused by excessive cleaning, that is, a possible factitious condition.
The patient and her husband were waiting outside the meeting and they were invited to enter. The lead physician explained to the couple, in simple but detailed phrases, that the doctors in this meeting were sure that she did not have leprosy. He explained that her vague symptoms could be treated with creams and vitamins. In conclusion, he stressed the need for her to seek psychological help in order to improve her health and regain her quality of life.
She accepted to go again to see the psychologist, and again she arrived with her husband. After a brief consultation with the two together, the interview continued with just her. Again, she focused on the intensity of her physical suffering and she expanded on her complains: her skin was very thin and sensitive, and merely touching it hurt her. Every part of her body was painful, and the sensitivity in her nose and her vagina was unbearable. Sex was impossible for her. Her husband, fortunately in her view, agreed that she was suffering excessively and that she could not perform any domestic (or 'marital') duties.
Slowly she described in detail her hygiene rituals, and it was clear that she used many products (cotton swabs and different medicines and soaps) to clean her nose and body. This was probably the reason for the constant inflammations of her nose. Although she admitted that she excessively cleaned her body, using too many products, she did not believe that she might be causing her symptoms (factitious behavior).
The psychological treatment continued the following weeks when the question of her putative leprosy was discussed. She told that she could not understand why the man who allegedly infected her was cured of his leprosy, while she still had the disease. She clearly held the belief, against all medical evidence, that she had leprosy. Nevertheless, at the same time, she showed signs of dissociation. She did not admit to having feelings of guilt, although she had already confessed (to her general clinician), that 'there had been more than just one single kiss'. She considered her neighbor guilty and the one who deserved to be punished; but he was free of punishment.
She also said that she could not discuss this subject with her 'shepherd', the priest of her church, although he knew, in general terms, about the diseases of both her and her neighbor. On investigating whether she knew about the biblical references to leprosy, she admitted that she was very well informed about several passages where this disease is mentioned in the Bible.
It is very important to stress here that the Old Testament is very different to the New Testament in this respect. Jesus Christ came to give forgiveness, to show mercy for our sins. However, Jehovah, God in the Old Testament, is much more severe and punitive. It is enough to remember the punishment of Sodom and Gomorrah, and to learn that in her denomination the punishment for sins is always more certain and sometimes lethal.
There was still another complication, hidden deeply in her emotional life. She perceived that this man, her neighbor, was much older than she was, and reminded her of her father. Possibly this was the trigger for her unconscious decision to 'get sick of leprosy' as she was incapable of admitting her attraction for an old man, and her unconscious consent to be kissed: she had to face punishment, a divine punishment for an adulterous act, even 'against her will'. Moreover, if
